The pandemic outbreaks of coronarovirus disease 2019 (Covid-19) is associated to a higher risk of complications and mortality in older patients because of their greater complexity and the frequent coexistence of frailty [@bib0001]. In Italy, 19.4% of cases are aged ≥80 years; they have a death rate as high as 30.8% [@bib0002].

Specific units characterized by different degrees of intensity of care were created to treat Covid-19 patients. However, no-Covid-19 divisions were kept inside each hospital to maintain high standards of assistance to the remaining part of population. The access to these units is limited to patients without clinical signs and symptoms of disease or without viral genome detection using real-time reverse-transcription polymerase chain reaction (RT-PCR) on samples obtained with pharyngeal swabs [@bib0003].

Aim of this analysis was to evaluate the proportion of subjects who turned out a Covid-19 clinical picture among the older population admitted to a geriatric acute care 18-bed facility in an Italian tertiary hospital.

Briefly, we retrospectively examined all patients consecutively hospitalized between March 8^th^ (i.e., the Sunday immediately before the starting phase of the national lockdown) and March 31^st^ 2020. The structure of the division was changed to increase the safety of patients and personnel. In particular, two wings were created, one for respiratory and septic cases (Covid-like), and one for those who were hospitalized for other reasons. Medical staff and nurses were authorized to assist patients in the Covid-like area only with protection dressing (i.e., coat, face mask, gloves). No family visits were authorized in the same period in the two parts of the facility.

All patients with uncertain clinical manifestations were admitted in the geriatric unit only after the pharyngeal swab resulted negative in the Emergency Department or in a former facility, in the case of a transfer. However, given the spread of the epidemic in the two-last week of March, the use of the test was promoted in almost every case.

Data were collected in a fully anonymized and pooled way using the hospital electronic chart. They were subsequently analysed using SPSS for Windows (ver. 26.0).

During the observation period, 35 patients were admitted in the geriatric facility. The proportion of men was 51.4% (N=18), and mean age was 86±6 years. Interestingly, probably due to the lockdown and the other consequences of Covid-19 epidemic, the number of hospitalized patients was lower than that observed in the same period of the preceding year (N=50). Causes of admission were pneumonia (N=11, 31.4%), severe urinary infections (N=4, 11.4%), sepsis (N=5, 14.3%), cardiovascular diseases (N=7, 20.0%), neurologic diseases (N=2, 5.7%), cancer (N=5, 14.3%) and other conditions (N=1, 2.9%). Length of stay in hospital was 8.1 days.

Patients had not been evaluated with a pharyngeal swab in only 10 cases (28.6%). Great part of them was hospitalized in the first week of the observation period. Twelve individuals (34.3%) underwent only one test. In 7 (20.0%), 4 (11.4%) and 2 (5.7%) subjects, the procedure was performed 2, 3 and 4 times, respectively. In these last cases the median lag between the first and the last swab was 10 days.

On the whole, Covid-19 manifestation turned out in 4 of the 25 patients (16.0%) that had been previously tested. No cases were observed among the 10 subjects that had not been studied before with the swab. The proportion of disease in the entire population was 11.4% (N=4/35).

The first positive patient was an 80 years old woman admitted for sepsis, pneumonia and right foot gangrene. She had been transferred from another division after a negative swab. The second patient was an 85 years old man hospitalized for a cancer of the urinary tract, who developed a pneumonia. The third patient was an 83 years old woman admitted from another facility after a head traumatic event leading to a not operable subdural hematoma. Her clinical course was complicated by pneumonia and respiratory failure. The fourth patient was an 83 years old woman coming in hospital for a pneumonia. The length of time elapsed between the admission in the geriatric acute care facility and Covid-19 manifestation was, respectively, 16, 9, 10 and 4 days.

Only one subject was treated with an ACE-inhibitor and, interestingly, in three out of four cases there was a reference, in the history or in the clinical course, to atrial fibrillation, a sign of a cardiovascular and systemic frail condition [@bib0004].

After diagnosis, all patients were moved to a Covid-19 unit; however, three of them died after have been transferred.

A fifth patient, a woman, aged 91 years, died in the geriatric acute care facility after four days from the admission because of a severe respiratory failure complicating pneumonia with large bilateral pleural effusions. Even if two pharyngeal swabs were negative for Covid-19, the thoracic CT scan was highly suggestive of disease. She also had a history of atrial fibrillation.

In the same time period, one physician, one fellow in Geriatrics and one nurse assistant showed clinical signs of disease, with a negative, in the first case, and a positive swab, in the last two cases. Furthermore, at a screening control, one physician presented specific antibodies to coronavirus and one nurse a positive swab.

Even if obtained in a small geriatric population, our findings show that, even after the screening usually operated in the Emergency Department and the careful application of preventive strategies, the possibility to observe a Covid-19 manifestation in a no-Covid-19 geriatric centre is not marginal. In our at-risk elderly population, about one out of six patients had a laboratory demonstration of disease and one out of five showed a clinically evident illness. Given that the median incubation time of disease is 5.1 days [@bib0005], we cannot exclude that some of our patients turned out Covid-19 manifestation because of an in-hospital transmission. It is well known that, even if asymptomatic, infected subjects can transmit the infection [@bib0006]. Moreover, recent data demonstrated also that, after its first contact, coronavirus can be found on plastic, stainless steel, and cardboard surfaces even for 72, 48 and 24 hours, respectively, thus allowing the nosocomial spread of disease in the absence of an appropriate sanitization [@bib0006].

Mortality rate was extremely high. An unfavourable prognosis in old Covid-19 subjects was associated with dyspnoea, lymphocytopenia, comorbidities - including cardiovascular conditions, chronic obstructive pulmonary disease, and acute respiratory distress syndrome development [@bib0007]. The high mortality rate we found in subjects ≥80 years could be attributed to the coexistence of other overt severe clinical diseases. Moreover, the initial negative swab could have delayed the begining of a more effective model of care. Interestingly, a false negative result of a swab can be found in 14% of cases, and it could be associated to advanced age, malnutrition and sarcopenia [@bib0008], other than poor quality, inappropriate timing of collection and inaccurate handling of the specimen [@bib0003]. In these cases, it is recommended to obtain a second sample or, eventually, some material from the lower respiratory tract [@bib0003].

The other important aspect we found was the presence of coronavirus infection in the healthcare personnel of the geriatric acute care facility. This result is particularly relevant because it was shown in a no-Covid-19 unit. Notably, it occurred after disease manifestation in patients. Covid-19 appearance in doctors and nurses is particularly challenging because it can significantly contribute to hospital transmission, at the same time enforcing epidemics and limiting patients treatment. In Italy, it was reported to be very high, with about 9% of all the infected subjects involved in healthcare system, and it is unfortunately related to a mortality excess [@bib0009]. Sanitary staff should undergo to serial screening tests and visits to further improve infection control [@bib0001].

In an attempt to contain disease spread, the geriatric acute-care facility was recently moved in a more modern building, where a wing, dedicated to elective patients, had been completely left empty. This change of location should allow a more complete attainment of distancing among patients and healthcare providers, and a more effective sanitization of rooms.

In conclusion, despite the use of strategies aimed at controlling inappropriate admissions and at limiting in-hospital spread of disease, coronavirus infection seems to be frequent even in no-Covid-19 facilities for the acute care of older people. Accordingly, further efforts could be necessary to improve a high risk situation worsened by loneliness [@bib0010] and the clinical complexity of advanced age.
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